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GROUND RULES FOR USE
OF THE AIDS MEMORANDUM

The AIDS Memorandum serves as 3 forum
for the rapid exchange of nev informa-
tion and ideas among clinicians and sci-
entists involved inm AIDS research and
management. Material contained in the
Memorandum can be of several kinds:
positive and/or negative results, clini-
cal and/or experimental findings, pre-
liminary and/or validated data, observa-
tions, questions, theories, commentar-
ies, and others. This material 1s not
subjected to peer review. Therefore,
users of the Memorandum must agree Lo
treat all material as privileged infor-
mation and to consider it as lentative
and subject to change prior to formal
publication din a refereed journal.

Users must agree not to cite material
from the Memorandum without first ob-
taining the consent of the auther(s),
and, with author permission, to cite 1in-
formation only as a personal coamunica=
tion. Author addresses are provided for
this purpose.

Users must agree to contribute data
or ideas to the Memorandum at least once
a year. On an annual basis, the names of
individuals vhe have not contributed to
the Memorandum will be culled from the
mailing list, so as to limit circulation
of the HMemorandum only to individuals
actively working in the field.

Finally, users must agree to share
material in the Memorandus only with
other individuals willing to honor these
ground rules.
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RESPONSES TO THE AIDS MEMORANDIM
QUESTIONNAIRE

In late summer, a questionnaire (re-
printed in the first issue of the AIDS
Memorandum) was mailed to everyome whose
name was on the Memorandum mailing list.
About 60% of the gquestionnaires were
completed and returned, and a number of
thoughtful comments and suggestions were
made. In general, respondents expressed
a willingness to share observations,
ideas, and experimental findings. Owver
90% said they would be willing to com=
tribute to future issues of the Hemoran-
dium.

Several respondents pointed out that
the Hemorandum could serve the purposes
generally served by meetings and the
grapevine, providing ¢linicians and re-
gearchers with opportunities to communi-
cate easily and frequently, posc ques=
tions for each other, and benefit from
each others' insights. This is clearly
the intention of the Memorandum.

Hany people wrote that they would
find the Memorandum of use as it was de-
fined in the cover lettér accompanying
the questionnaire. Many suggested addi-
tional andfor more specific ways in
which the Memerandum could be of special
value to them. Most  respondents
were unfamiliar with the Memorandum
format and unaccustomed to sharing, an
writing, preliminary ideac and data.
Therefore, to help spark in Hemorandum
participants ideas about the kinds of
information which might be shared
through the Memocrandum, some of the
specific requests for information are
described here.

In the area of patient caré, a number
of specific requests vere made. Respond-
ents wanted information describing newly
recognized clinical associatiens, au-
tepsy findings, comparisens of AIDS

with similar conditions found in trans-
plant recipients, newly defined labor-
atory abnormalities which might be
tlosely associated with the disease, and
disease manifestations in specific pa-
tient groups. In addition, respondents
expressed interest in exchanging ideas
sbout methods for screening patients and
advising and informing them about AIDS,
about any therapeutic advances andfor
promising treatment protecels which may
arise, and asbout mnew strategies for
isproving patient care.

Other comments concerned laboratory
dats. The feeling was widely held that
the exchange of negative data would pro-
vide an important cpportunity for work-
ers in the field te aveid desd ends and
to benefit from the experiences and mis-
takes of others. Several respondents
pointed out that the provision of a gen-
eral overview of the status of ongoing
experiments would be invaluable, espe-
cially if a willingness to submit recent
work were coupled with presentation of
data in sufficient detail to permit peer
review of the merits of the work.
Reepondents wanted technical exchanges
of various kinds, such as information on
how and where to store biopsy materials
and bleod samples. They also wanted
data describing the results of experi-
ments wsing animal model systems.

Several respondents anticipated that
the Memorandum could be of walue in
helping them establish worthwhile col=-
laborations. This could happen in twvo
steps, first, through heightened awvare-
ness of work carried out by other groups
and, =second, through periodic publica=
tion of a list of Memorandum partici=
pants. =

Many respondents commentéd on the
importance of a rapid turnover time for
new information and leads. One suggested
that, at a minimem, the AIDS Memorandum
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should precede newspapers in delivering
the "pews.” One economy-minded respond-
ent was pleased that the Hemorandus
was free.

Some concern was expressed that the
ground rule reguiring all participants
to coptribute informatien or ideas to
the Memcrandus annually would have two
negative effects: it would make the
Mesorandum unavailable to those who
might benefit from the information im 1t
but might not be able to contribute to
it, and it would encourage participants
to send in "junk™ in order to remain on
the mailing list. The example cited in
support of the former concern was of an
ophthalmologist who saw only one or two
AIDS patients a year. BSuch a climi-
cian can contribute a single case report
esach year or, perhaps more importantly,
an insight into, or thought about some
clinical feature of the syndrome. With
regard te the second concern, although
the Memorandum is not a jourmal, arti-
cles are reviewed and edited, in some
cases heavily, by the scientific editor-
jal staff of the Memorandum. The manda-
tery participation policy has worked for
all other memoranda in the past and was
adopted to encourage and t¢ promote ac-
tive involvement in the Memorandum by
all active AIDS workers.

Any additional thoughts on and an-
svers to the question "What would make
the AIDS Memorandum a valuazble resource
for you?!" would be welcome at any time.
The AIDS Memcrandum is a forus for the
exchange of ideas and data about the
many problems associated with this syn-
drome which, to date, has eluded all
efforts at solution.

EXPERIMENTAL TRANSMISSION OF SIMIAN
AIDS AND EAPOSI'S-LIKE SKIN LESIONS

A spentanecus disease which is gimi-
lar to human AIDS has been found to
occur in monksys. Simian AIDS (SAIDS)
was transmitted experimentally from two
California rhesus monkeys dying of the
disease to four NIH rhesus monkeys
which, at the time of inoculatiom, were
negative for cytomegalovirus (CHV) amti-
body. The ipocula consisted of the
supernatant fluid from 10% bhowmogenates
of various tissues with or without buffy
coat cells from blood.

Recipient animals developed lymph-
adenopathy, splenomegaly, neulropenia,
polymyositis, and other signs of the

disease within a few weeks after inocu-
lation. Two animals developed Kaposi's-
like "patch” and "plaque” skin lesions,
and one animal died with sepsis and pro-
found lymphoid depletion. All animals
became infected with CHV; bowever, anta-
body levels were low in twe animals,
appeared and then disappeared in one
animal, and pever developed in the one
monkey which died.

This abstract describes data present-
ed in an article which has been accepi-
ed for publication in The Lancet.

W. T. London, J. L. Sever, D. L. Hadden,
R. V. Henrickson, M. Gravell, D. K.
Maul, H. C. Dalakas, K. G. Osbern, 5. A.
Houff, and M. B. Gardner. Infectious Di-
seases Branch, Neurological and Communi-
cative Disorders and Stroke, National
Institutes of Health, Bethesda, Hary-
land 2020%: and California Prioate
Research Center and Department of Hedi-
cal Pathology, University of California,
Davig, California 95616.
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SERIM PROFILES OF PNEUMOCYSTIS CARINII
(PC) ANTIGENS AND ANTIBODIES
IN AIDS PATIENTS

Serum profiles were determiped for
patients meeting the Centers for Disease
Control criteria for AIDS and having
biopsy diagnosed and/or clinically diag-
nosed Preumocystis carinii pneumenia
(PCP). PC antigenemia was peasured
by counterimmuncelectrophoresis (CIE)
(Pifer LL, Hughes WT, Stagne 5, et al:
Pediatrics, 1978, 61:35-41; Pifer LL:
Pediatr Infect Dis., 1983, 2:177-183).
Anti-PC IgC titers were measured by an
enzyme=-linked immunosorbent assay
(ELISA) (Pifer L, Niell H, Neely C, et
al: Proc 19th Am Soc Clin Omcel., 1983,
2:abstract C-191).

Ten AIDS patients with PCF were
tested for PC antigenemia. Of these 10,
five had AIDS and Kaposi's sarcoma, one
was 2 heroin addict, one was an infant
with hemophilia, two had homosexual life
styles as the only known risk factors,
and one had no known risk factors. Dur-
ing their clinical courses with PCP,
9/10 (90%) exhibited PC antigenemia.
Kone of 44 controls exhibited antigene-
mia; of these, 23 were volunteer blood
donors from Memphis, Tennessee, and 21

were local, asymptomatic homosexusl
males.
In many cases of PCP, antigenemia

appears in the subclinical or prodromal
pericd. The results presented here sug-
gest that the PC antigen test may prove
useful as an early, noninvasive diagnos-
tic test for PCP in AIDS patients.

Seventy-five percent of the AIDS
patients referred for PC serology had
anti-FC antibedy (IgG) titers ranging
from 1:128 to 1:512 by ELISA analysis.
Over 75% of the healthy wvolunteer blood
donors had titers of 1:256 or greater.
In contrast, 76% of asymptomatic homo-
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sexual males had titers of 1:64 or
less (Table).

It has been well documented that to-
tal Igh and IgA levels in AIDS patients
are either within normal limits or ele-
vated (Rogers MF, Morens DM, Stewart JA,
et al: Ann Intern Med., 1983, 99:151-
158). The preliminary data presented
here show a difference in the specific
humoral responses to PC in patients with
AIDS and in asymptomatic homosexual
males: when cospsred with the responses
in normal contrels. AIDS patients have
lower antibody titers than do normal
controls, bot their titers are nol as
low as those of the asysptomatic homo-
sexuals. This suggests the possibility
that some factor in the homosexual life-
style is altering immune responsiveness.
A reversal in the T helper/suppressor
cell ratioc bhas, for example, been estab-
lished (Kornfield H, Van Stouwe RA,
Lange M, et al: N Engl J Med., 1982,
307:729-731). Such a change may adverse-
ly affect the processing of PC antigens
or may impair the natural process by
which a pormal antibody tjter to PC is
achieved and maintained. The finding of
higher titers of anti-PC antibodies in
AIDS patients as compared with asympto-
matic homosexual contrels is consistent
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with the diagnoziz of PCP in AIDS and
with the clinical course of PCP wvhich
involves host humoral immune responses
for resolving infection. Further inves-
tigations will be required to clarify
the full significance of these prelimi-
pary findings.

Our laboratory will test specimens
from AIDS patients for PC antigen and
for antibody to PLC. The tests will be
performed without charge, although the
sender must assume air freight charges.
Please  phone (901)  52B-5942 or
(901) 528-5932 for details.

L. L. Pifer, K. B. Niell, €. L. Neely,
C. C. Edvards, and 0. R. Woods. Immuncl=
ogy Laboratory, The University of Ten~-
nessee, Center for the Health Sciences,
Hemphis, Tennezses 3E163

AN ANALYSIS OF PNEUMOCYSTIS CARINII
PRE-HORTEM AND POST-MORTEM 1IN AIDS

Preumocystis carinii pneumonia (PCF)
is the most common clinical feature of
AIDS, having been identified in 58Y of

patients to date (CDC Surveillance data).

However, little has been written on the
prevalence of Fneumocystis carinii (PC)
in autopsy specimens of patients who die
of AIDS (Masur H, Michelis MA, Creene
JB: N Engl J Med., 1981, 308:1431-1438).

Forty-one AIDS patients were examined
for evidence of PC organisms at autopsy,
and many of these were also evalusated
pre-mortes. The population consisted of
23 Haitiams, 13 homosexual men, four
intravenous drug abusers, and one hemo=-
philiac. For all patients, at least one
section of lung was stained with a
Gomori-methenamine silver stain for FC,
regardless of whether eosinophilic
slveolar exudates were present or not.

PCF was diagnosed either pre-mortem,
post-mortem, or both in 21 of the cases
(51%). A pre-mortem diagnosis of FCP
was made by identifying PC in lung tis-
sues in 14 of the &1 cases (34%). Of
these 14, PC could also be detected at
autopsy in nine patients, and the cause
of death was considered to be PCP in
geven patients. The mean duration of
clinical PCP from the time of tissue
diagnosis to autopsy in the nine pa-
tients showing PC both pre-mortem and
post-mortem was 20 days (range: 6 to
3B days). The therapy for PCP consisted
of either trimethoprim and sulfamethox-
azele or pentamidine; both of these may
have toxic effects, especially in AIDS
patients (Mitsuyasu R, Groopman J, Vol-
berding P: N Engl J Med., 1983, 308:
1535). The therapy appeared to be efiec-
tive im controlling PC in only those
five patients in whom organisms were mot
Eeen AL JULOPEY.

A post-mortem diagnosis of PCP was
made by identifying PC in the autopsy
specimens from 16 of the 41 cases (39%).
Eleven of these patients had previously
been shown to have PC pre-mortem. The
cause of death in 11 patients was attri-
buted te PCP; in seven of these, PC was
detected during life while in four PC
vas detected only post-mortem. Death in
two of the cases was considered to be
caused by PCP, although disseminated
cytomegalevirus infection could not be
excluded with certainty. There were two
additional cases for which PCP was not
considered to be the primary cause of
death, although PCP certainly was a Eig-
nificant secondary contributery cause of
death. In another three cases positive
at sutopsy for PC but for which the
cause of death was not PCP, only rare
foci were present in the lungs and
should not have been significant
clinically.
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The diagnosis of PCP in L1% of AIDS
tases reported in this paper is similar
te the national figure of 58%.

L. B. Moskowirz, G. T. Hensley, 5. D.
Weiss, and R. Couce, Department of
Pathology, Cedars Medical Center, Miami,
Florida 33136, snd Department of Pathol-
ogy, University of Miami Schoo] of Hedi-
cine, Miami, Florida 33101.

CYCLOSPORIN IMMUNOSUPPRESSION
AS THE POSSIBLE CAUSE OF AIDS

Many investigators have suggested
that AIDS is caused by a transmissible
infectious agent, most probably a virus
(Curran J; N Engl J Med., 1983, 309:609-
610). We propose that a non-viral in-
fectious agent may act either as the
primary causative agent of AIDS or as a
secondary agent responsible for main-
taining the disease state. QOur hypothe-
5is suggests that the severs impairment
of the immune system and the subsequent
fatal opportunistic infeections in AIDS
result from the systemic relesse of a
poteat cyclosporin=like imEuUnGSuUppres-
sive molecule from 3 fungal infectious
agent.,

Three different strains of the same
fungal species have been isolated from
long-term monocyte cultures of three
AIDS patients. Simultaneous culture and
examination of six normal human control
monocyte cultures in the same culture
plate showed no fungal growth or conta-
mination. The fungal strains have been
identified as atypical isolates of Ther-
BOASCUS Crustaceus [chLxlnquEE Crusta-
cevs). Unlike the majority of soil or
plant fungi, their optimum growth tem-
perature is 37°C. Such fungi, including
other species of Thermoascus, have never
Previcusly been isolated at the National

Fage 6
Institutes of Health from either pa-
tients or normal individuals. They are

unique isolates from clinical material
from patients with AIDS,

The mycelia of these igclates contain
& cyclesporin-like compound (CyAIDS) as
detected by high-pressure liquid chroma-
tography (HPLC) analyses. CyAIDS was
found in high concentration near the
reference peaks for cyclosporin A (Cya)
and cyclosporin D standards (provided by
Sandoz, Ltd). Mass spectrographic apal-
yees of these samples are undervay.

CyAIDS was also found in plasma sam-
ples studied by HPLC. Four out of four
samples from patients with AIDS had
CyAIDS peaks. The level of CyAlIDS inm
the plasma of one patient was estimated
Lo  exceed 1,000 og/ml. Two control
blood samples failed to show significant
levels of cyclosperin-like peaks. In
contrast to these findings, mo signifi-
cant plasma cyclosperin levels could be
measured in a radicimmuncassay for

cyclosporin ueing a polyclonal sheep
anticyclosperin antibody (provided by
Sandoz, Itd) (A. Palestine, personal

Communication). It is possible that
CyAIDS produced by the fungi isolated
from ATDS patients is sufficiently dis-
tinct immunclegically that it cannot be

detected by the sheep antibody. (Sev-
eral different types of cyclosporins
have been identified so far.) It is

also possible that the AIDS patients
produce antibodies against CyAIDS, and
these could interfere with the radig~-
ImmuUnoassay.

The cyclosporing are
cyclical, neutral peptides
11 aminoe acids
weights of

bydrophebic,

containing
and having molecular
approximately 1,200 daltons
(Wenger R: in White DJC (Ed): Cycle-
sporin A: Proc Inat Conf CyA, Elsevier
Biomed Press, 1982, 19-34). The CyaA
currently licensed by Sandoz for use in
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transplantation (see below) 15 produced
from a soil fungus strain originally
classified as Trichoderms polysporum
Rifai and now identified as Tolipoclad-
jum inflatus Gams (Borel J: in White DJG
(Ed): Cyclosporin A: Proc Int Conf CyA,

Elsevier Biomed Fress, 19582, 5-1T7).
CyA is well known as a potent immuno-
suppressive substance. The mvcelial

extracts from Sabouraud broth cultures
were observed to have an immunosuppres-
sive effect in the mixed leukocyte cul-
ture assay. CyA has been shown Lo cause
imsunocsuppression by inhibiting the pro-
duction of imterleukin=2 (IL=-2) (Wagner
H: Transplant Froc., 19B3, 15:323=-526)
and by inhibiting the expression of IL-2
receptors on T helper cells (Palacies R,
Moller G: Nature, 18B1, 290:79X=794).
CyA alse inhibits synthesis of gamma
interferon (Reem G, Cook L, Vilcek J:
Science, 1983, 221:63-653). When T cells
are co-cultured with antigen or mitogen
in the presence of Cyd, they will not be
transformed into activated cells. How=
ever, once a 1 cell expresses cylotoxic
activity, it becomes resistant to the
action of CyA. T suppressor functions
are apparently not affected by CyA
(Borel J: Transplant Proc., 1983, 15:
1881-18E5).

Cyclesporin is wsed to induce immuno-
suppression following transplantation.
Two to 13% of patients immunosuppressed
in this way develop opportunistic infec-
tions and malignancies. In some cases,
these effects may represent reactivation
of Epstein-Barr virus (Sheil AGE: Trans-
plant Proc., 1977, 9:1133-1138; Bird AG:
in White DJG (Ed): Cyclosporin A: Froc
Int Conf CvA, Elsevier Eiomed Press,
1982, 307-315). One known effect of CyA
therapy in manm is the reversal of the T
helper to T suppressor ratio through de-
pletion of the number of T helper cells
(Kerman RH, Van Buren CT, Flechner 5,

et al: Transplant Proc., 1983, 15:1971-
1973). CyA therapy in dogs causes las-
situde, fatigue, weight loss, diarrhea,
and elevated globulin levels (Ryffel E:
in White DJG (Ed): Cyclosporinm A: Proc
Int Conf CyA, Elsevier Biomed Press,
1982, &45=T75).

Flasma from AIDS patients exerts an
inhibitory effect on normal lymphocytes.
It prevents such cells from responding
to mitogens or to allogeneic lymphocytes
(Cunningham-Rundles 5, Michelis M, Masur
H: J Clin Imsunol., 1983, 3:156-16&5).
An inhibitory factor in plasma from AIDS
patients has been purified and has been
ghowvn to be a lov molecular weight com=
pound. This compound impairs the pro=-
duction of IL=2 (6. Quinnan, personal
communication). Typically, the T cells
from AIDS patients fail to develop IL-2
receptors (J. Fahey, personal communica-
tion). In witre, IL=2 can restore the
cytotexic response of lvephocytes from
AIDS patients (Rook A, Magur H, Lane C,
et al: J Clin Invest., 19B3, 7Z:1=6).

The isolates of T. crustaceus were
obtained from monocyte cultures. It
seems unlikely that wmonocytes are the
primary targets of infection im AIDS
patients. However, if the fungi cam grow
in monocytes, their trangmission would
be possible from one individual to an-
other through a needle stick or through
blood components.

These results are extresmely prelimi-
nary. The fungi may simply be contami=-
nants of the monocyte cultures or oppor=-
tunistic infectious agents im the AIDS
patients., Hore isolations are needed.
Further studies of the CyAIDS compounds
isolated from both blood from patients
with AIDS and mycelia of the fungus will
be needed to determine whether the immu=
nosuppressive activity will have any
consequence in vivo. The fungus and the
CyAIDS may simply be cofactars which,
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along with other infectious agents, are
necessary for inducing the full impair=
ment of the immune system characteris-
tic of AIDS. However, the types of
immunolegic impairments typical of AIDS
and many of the immunosuppressive activ-
ities preduced by the cyclosporins are
comparable and would be consistent with
an active role for a cyclosporin-like
molecule in the immune suppression
characteristic of AIDS.

This fungus may not prove on further
evaluation to be the etiologic agent of
AIDS. It is important, however, Lo com=
sider a wide range of infections and ip-
fectious agents which might be responsi=
ble for the immunodeficiencies seen in
the AIDS patients. It is also important
to consider etiologic factors other than
infectious agents as possible cofactors
or initiators of AIDS.

This article includes information
contained also im a letter which has
been accepted for publication in the
Nev England Journal of Medicime.

K. W. Sell, T. Folks, K. J. Kwon-Chung,
J. - Coligan, W. L. Haloy, B. Fraser,
A. Fauci, C. Lane, and J. Gold. Natiomal
Institute of Allergy and Infectious
Diseases, National Institutes of Health,
Bethesda, Maryland 20205, and the Na-
tional Center for Drugs and Biologics,
Food and Drug Administration, Bethesda,
Maryland 20205.

HISTOLOGIC OBSERVATIONS IN
AIDS AND KAPOS1'S SARCOMA (KS)

An eticlegic role for bacteria has
not been systesatically explored im AIDS
and KS. This report describes histo-
legic observations made on biopsy mater-
jals from a 29-year-old vhite homosexual
man with AIDS and KS. Permission for

autopsy could mot be obtained in this
case.

A lymph node showing reactive hyper-
plasia was excised and examined with a
Fite stain 2 months before the patient's
death. Intracellular, purple coccoid
forms and large Russell bodies were seen
within a stained, acid-fast section of
the node. The Russell bodies appeared
to develop from the coccoid forms.
Staphylococcus epidermidis was cultured
from the node. Similar structures wWere
seen in the surrounding cemnective tis-
sue. Intracellular coccoid forms were
seen within liver cells im liver biopsy
sections characterized as showing Bon-
specific inflammation.

The patient developed multiple KS
skin lesions on his face 2 weeks before
death. Both intracellular and extra-
cellular purple coccoid forms (Fite
stain) and very rare pink cocceoid forms
(Gram stain) were observed througheut
the dermis. These coccoid forms resem-
bled some of the coccal forms of beta-
Streptococcus, group G, which were iso-
lated from & blood culture obtained 1
day before desth. Some aberrant "large
forms™ of streptococci were similar in
size to some of the Russell bedies ob-
served in vive within the lymph nodes.

The histopathological finding of coc-
coid forms io wive in AIDS and K5 iz not
a syndrome-specific finding. Similar
structures have been observed in forms
of cancer, collagen diseases, lymphopro-
liferative disecases, and in "normal”
tissue (Cantwell AR, Jr: in Domingue GJ
{Ed): Cell Wall Deficient Bacteria: Bas-
ic Principles and Clinical Significance.
Addison-Wesley Publishing Company, Read-
ing, Hassachusetts, 1982, 321-360). How-
ever, other studies from this and other
laboratories have also shown intracell-
ular and extracellular coccoid forms
associated with AIDS and K5. They have
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been seen within enlarged lymph nodes
of one suspected AIDS patient and within
the skin lesioms in two homosexual men

with AIDS (Cantwell AR, Jr: Growth,
1982, 46:331-336; Cantwell AR, Jr:
Cutis., 1083, 32:58-64, 68). Cell wall

deficient bacteria (CWDE) have been de-
tected in necroscopic analyses of sec-
tiong of the heart, lungs, intestines,
and in KS skin lesions of a T4-year-old
Jewish man who died without climical
evidence of ante-mortem infection. Var-
jous bacteria--Corynebacterium sp. and
Propicnibacterium acnes from one case
and Staphylococcus epidermidis and
Streptococcus viridans from another=--
were cultured from the skin lesions of
tve of three elderly, heterosexual
Jewish men with K5 (Cantwell AR, Jr:
Growth, 1981, 45:79-838). In eight of
nine patients with AIDS and K5, acid-
fast Mycobacterium avium-intracellulares
have been detected at autopsy [(Zakowski
P, Fligiel §, Berlin GW, et al: ] Am Med
Assoc., 1982, 248:2980-2981). The Rus-
sell bodies and other bacterial forms
seen in in wvive sections might be re-
lated to cell wall deficient and acid-
fast forms of staphylecocci, strepto=
cocci, and corynebacteria-like organisms
which have been observed and cultured
from samples of blood of both healthy
and diseased individuals (Wuerthele-
Caspe Livingsten V, Livingston AM: Trams
NY Acad Sci., 1972, 34:433-453).

Further studies are necessary Lo &5-
tablish a link between histologic cbser-
vations and clinical isolates. "Oeccult"
bacteria were finally determined to
cause “legionnaires' disease"; they may,
likevise, prove to have more than an
opportunistic role in AIDS.

A. R. Cantwell, Jr., Department of Der-
matology, Southern Califernia Permanente

Medical Group, Llos Angeles, California
q0027.

AIDS FROM CENTRAL AFRICA
IN A HETEROSEXUAL DANISH MALE

The second Danish patiemt with AIDS
of probable African origin recently died
in Copenhagen at age 31. He was a pre-
viously healthy businessman whe moved Lo
central Africa inm 1974, From 1974 te
1976 he lived mostly in Rwanda and from
1976 to 1980 in neighboring Burundi.
During this time be paid short visits Lo
Kenva; he also spent I days in Zaire.
Between 1979 and 1981 he visited the
Ivory Coast for 1 month and Canada for
1 week (crossing briefly into the United
States). In December 1981 he left
Burundi. From then until his death, he
lived in France, the Ivery Coast, and
Denmark.

The patient had never received a
blood transfusion, and be denied homo=
sexuality and intravenous drug abuse.

While in Rwanda in 1974, he con-
tracted infectious monenucleosis. The
diagnosis was confirmed in Denmark. In
1976 he developed bilateral orchitis of
unknown origin. He was treated for gon-
orrhoea on several occasions in Burundi
and for syphilis once in France after
his last visit to Burundi. The venereal
diseases were probably acquired [rom
native (Watutsi) bar girls in Bujusbura,
the capital of Burundi.

The patient was slightly obese but
otherwise in good health until his re-
turn to Eurcpe from Burundi in Januaty
1982. He developed fatigue and fever
and pessibly lymphadenopathy. He was
treated for toxoplasmosis in France, but
a firm diagnosis was never established;
and serological tests performed in 1983
for toxoplasmosis were negative. He had
episcdes of fever, and his general level
of health gradually deteriorated. In
Novesber 1982, while taking anti-
malarials for fever, a long-lasting skin
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eruptien appeared. He was hospitalized
in December of that yvear with a bleeding
nofeE .

The patient suffered from functional
dysponoea and weight loss during 19683. He
vas examined for malaria because of re-
current fever. Malaria was mnoet con=
firmed. By August of that year, he had
lost 25 kg and was dyspnoeiC EVen when
at resi.

On August 12 he was rehospitalized.
He required artificial respirationm, as
the initial discrete bilateral pulmenary
infiltrates rapidly progressed despite
high-dose erythromycin, sul famethexazol-
trimethoprim, and prednisone therapies.
An open lung biopsy revealed FPneumo=
cystis carinii (PC) and cytomegalovirus
(C4V) infections. Fentamidine and
acyclovir therapies were started, but
pneumothorax, Progressive respiratery
insufficiency, and later hypotension
with anuria supervened. He died on
August 31. An autopsy Wwas nolL per-
formed.

Lymphocyte counts of cells in periph-
eral blood showed severe lymphopenia
(0.14 = 10%/1). Ko proliferative re-
sponses could be messured to mitogens
and antigens in witro. The T helper/T
suppressor ratio was low (0.09), and NK
cell activity was moderately decreased.
{Lymphocvte studies were periormed by
the Tissue Type Laboratory, Rigshos-
pitalet.) The S-Igh level was above
normal: 1gG and IgM levels were normal.
Antinuclear antibodies and lymphocyto=
toxic antibodies were not found. The
anti-CMV antibody titer was positive
(1:128) as was the Epstein-Barr Ig6
antibody titer.

The patient fulfills the AIDS cri-
teria but dees mot fit into any of the
risk groups defined to date. We suggest
that "Africans” be included in the list
of risk groups. In additien, since this

patient is suspected of having acquired
his immune deficiency syndrome from
heterosexual contact with Africans, We
suggest that such contact would consti-
tute another risk factor fer AIDS.

In certain central African countries
Kaposi's sarcoma (K5) is common. The
highest prevalence of KS5-=about 12§ of
all cancers--is found in Zaire (Hutt
MSR: Antibiot Chemother., 1981, 29:3-8).

The first case of an AIDS-like
disease of probable African originm ec-
curred in 1976 in a &4é-year-old Danish
woman surgeon who had been working in
Zaire. She died of PC pneumonia in 1377
(Bygbjerg IC: Lancet, 1983, 1:925). Re-
ports from Belgium (Clumeck K, Hascart-
Lemone F, de Haubeuge J, et al: Lancet,
1983, 1:642) and Frasce (Brunmet JEB,
Bouvet E, Chaperon J, et al: Lancet,
1983, 1:700-701) peint te Zaire and Chad
as risk areas for AIDS. HNext to Zaire,
Burundi has the highest prevalenmce ef
African K5 (Hutr, 1981). Other cases ef
AIDS are expected to develop in African
immigrants to Europe and among Eurcpeans
who visit or live in Africa. Cases prob-
ably have occurred but may simply have
been overlooked in the past. The case
of AIDS described in this report reim=
forces the connection between K5 and
AIDS in the central African arca.

1. C. Bygbjerg and J. O. Nielsen, Dept.
of Communicable and Tropical Diseases H,
Rigshospitalet, 18 Tagensvej, DK-2200
Copenhagen N, Denmark.

A PERSPECTIVE ON AIDS CASES
AMONG HEALTH CARE WORKERS

It has been common knowledge at
least since early 1982 that the epidemi-
ology of AIDS is similar in many ways te
that of hepatitis B. As a result, the
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possibility that the disease might be
transmitted to bealth care workers or
laboratory staff{ handling materials from
AIDS patients has been 3 constant con-
cern. Formal recommendations for the
protection of clinical and laboratory
workers were drawn up by consensus among
USPHS agencies and published in Novem-
ber, 1982 ([HMorb Hort Weekly Rep., 1983,
31:577=5B0). In mid=-July, 15B3, the
Centers for Disease Control (CDC) pub-
lished abstracts of four cases of AIDS
among health workers who did not appear
to belong te any of the recognized high-
risk ELOUDS (Horb Hort Weekly Kep.,
1983, 32:356-360). Although the editor
concluded that "these four cases provide
ne new 1l'lll'ﬂl"l!|al;11:|]] Itgird:ng I}L'L'Il;la—
tional risk related to health care per-
sonnel,” the anecdotal reports have
heightened the level of anxiery among
persons whose responsibilities include
caring for AIDS patients or analyzing
bioclogical specimens derived from them.

Before one attempls Lo consider the
significance of the observation of four
AIDS cases among medical personnel, it
is necessary Lo estimate how many cases
might have been expected merely on the
basis of chance. In mid-Julwv, 1983, the
total number of AIDS cases that had been
reported to CDC was 1902, of whom 110
could not be assigned to anvy of the des-
ignated high-risk groups. The four
health workers were among this group of
110. According to the 1960 census, the
United States population inm the age
brackets 18-64 totaled 137.2 million (U3
Bureau of the Census, 5Statistical Ab-
stract of the United States, 1982-19383,
103rd ed, Washington, DC, 1982, xviii).
This age span encompasses almost all em-
ployed persons and wvirtvally all AIDS
cases. The National Center for Health
Statistics (NCHS) reports that in 1980
there were approximately 7.23 million

persons employed in the health industry
[(NCHS: Health, United States, 1982, DHES
Publication No. (PHS) 83-]1232, Table 51,
112). 1f, then, employment in the health
industry bears no relationship to risk
of AIDS, the nusber of bealth workers
that would be expected among the 110
"unexplained” cases = 110 X 7.23/137.2 =
5.8, which exceeds the four observed.
Ko elaborate statistical anmalysis is re-
quired to realize that this comparison
does mot support & hypothesis that
health workers are at increased risk for
the acquisition of AIDS. On the other
hand, neither does it argue for cavalier
disregard of common-sense precautions.

K. 5. Gordon, Jr., Kational Institutes
of Health, Bethesda, Haryland 20205.

SAFETY PRECAUTIONS FOR FERFORMING
LABORATORY TESTS ON SPECIHMENS FROM
EKNOWN OR SUSPECTED AIDS PATIENTS

The safety precauvtions advised for
personnel involwed with AIDS research
were published in Morbidity amd Heortal-
ity Wweekly Reports in HNovember 1982,
The precautions specific to personnel
performing laboratory tTests or studies
on clinical specimens or other poten-
tially infectious materials from koown
or suspected AIDS cases are reprinted
here. The precautions recommended for
personnel handling experimental animals
were reprinted inm the first issue of the
AIDS Memorandum, and other precautions
will be reprinted im future issues.

* Hechanical pipetting devices should
be osed for the manipulation of all lig-
uids handled in the laboratory. No mouth
pipetting should be allowed.

* Needles should not be bent after
use. They should be placed in a punc-
ture-resistant container used only for
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their disposal. They should not be re-
ingerted into their original sheaths,
since this process frequently is the
cause of needle-associated injuries.

# Digposable syringes and needles
ghould be used. Only needle=locking
gyringes or one=piece needle-zyrings
units should be used to aspirate fluids
from patients, so that subsequent dis-
charge of the fluid can be performed
safely. If revsable syringes must be
uged, they should be decontaminated
before reprocessing.

# Laboratory coats, gOWN%E, oOF uni-
forms should be worn while work with po-
tentially infectious materials is being
done, and they should be discarded ap~-
propriately before leaving the labora-
tary.

* Gloves should be worn to avoid skin
contact with the following: blood,
specimens containing blood, blood-soiled
items, body fluids, excretions, secre-
tions, and surfaces, materials, and ob-
jects exposed to these specimens.

#* All procedures and manipulations of
potentially infectious materials should
be performed carefully to minimize the
creation of droplets and aerosols.

# Biological safety cabinets and
other primary containment devices (e.g.,
centrifuge safety cups) should be used
wvhenever procedures are conducted that
are likely to create aserosols or infec-
tious droplets. BSuch procedures include
centrifuging, blending, sonicating, vig-
orous mixing, and harvesting infected
tissues from animals or embryonated
eggs. Fluorescence activated cell sort-
ers also generate droplets that might
form infectious aeroscls. Translucent
plastic shielding between the droplet-
collecting area and the eguipment opera-
tor should be used. Primary containment
devices should be used for handling ma-
terials that might contain infectious

agents or organisms in higher concen-
trations than expected in clinical
specimens,

® Laboratory work surfaces should be
decontaminated following any =pill of
potentially infectious material and at
the completion of work activities. A
disinfectant, such as sodivm hypochlo-
rite solution (a 1:10 dilution of 5.25%
sodium hypochlorite [household bleach]
with water), should be used.

# All potentially contaminated mater-
ials uwsed in laboratory tests should be
decontaminated, preferably by autoclav-
ing, before dispozal or reprocessing.

#* All perzsonnel should wash their
hands following completion of laboratory
activities, removal of protective cloth-
ing, and before leaving the laboratory.

NATIONAL AIDS/PRE-AIDS EPIDEMIOLOGICAL
NETWORK (MAPEN)

In August 1983, NAPEN was officially
formed. The idea for the network arose
out of & suggestion to the CDL's AIDS
Task Force that active surveillance of
ATDS and sexually transmitted diseases
common in homosexual populations should
be initiated. A time course for digeaze
progression was envisioned. Communities
showing different incidence rates for
AIDS were considered to be at unlike
points along the time line; some commun=
ities would be at the point of introduc-
tion of the etiologic agent(s) inte the
community, otheérs would be at the point
of saturation with the asgent(s), and
others would be at the point of maximum
occurrence of disease. Through a pro-
gpective study carried out simultanecus-
ly in several homosexual male communi-
ties with differing AIDS incidence
rates, useful information could be
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goeined which might clarify the patural
history and the eticlegy of AIDS.

The objectives of NAPEN have been
formulated to include the follewing. The
organization will serve as a forum for
the exchange of ideas, methodologies,
and infoermation among epidemiclegical
investigators. It is anticipated that
such exchanges will result in adeption
of standardized core epidemiclogical
data bases and methodoleogies. & uniform
data base will be developed for studying
national trends and major risk and pre-
tective factors. Uniform reporting and
data collecting instruments and proce-
dures will be developed in comjunction
with and distributed to investigators
throughout the U.5. and Canada.

Anyone interested in joining MAPEN or
in receiving further information should
contact Laura Coats, Howard Brown Memo-
rial Clinie, 2676 X. Halsted Street,
Chicago, Tllineis 60614, (312) 871-5777.

The requirements established for
¥Yoling members are active invelvement in
AlDS epidemiclogic research (including
adherence to the confidentislity provi-
sions of the Federation of AIDS Organi=
zatiens), willingness to contribute data
to NAPEN, and an initial membership fee
of $10. Non-voting observers (adminis-
trators, funding agencies, and the like
interested in furthering AIDS epidemio-
logical investigations) and consultants
(those performing a particular task snd/
or lending expertise) are also welceme.
To date, there are 24 voting members in
13 cities, 30 observers, and three con-
sultants.

D. G. Ostrow, Director of Research,
Howard Brown Memorial Clinie, Associate
Professor of Psychiatry and Community
Health/Preventive Hedicine, Morthwestern
University Medieal Schoel, Chicage,
Illinois 60614.

UPCOMING AIDS MEETINGS

Registration is still open for the
following upcoming AIDS meelings.

BAFEN Meeting (held in conjunction
with the Amnnual Meeting of the
American Assoc. of Public Health)

November 13, 1983

Dallas Hyatt Regency

Dallas, Texas

Contact:
Laura Coats
Howard Brown Memorial Clinic
2676 N. Halsted Street
Chicago, IL 60614
(312) B71-5777

UCLA Symposium: AIDS
February 5-10, 1984
Park City, Utah

Frogram Information:
Dr. Michael S. Gottlieb
103 Molecular Biology Institute
University of California
Los Angeles, CA 90024
(213) 206-6292

Registration Information:
Deadline for applications is
November 1, 1983.

NAPEN Meeting (held in conjunetion
with the joint annusl meeting of
AAPHR and the National Cealition
of Gay STD Services)

April 25-29, 1984

Kew Orleans, Louisiana

Contact:
Laura Coats
Howard Brown Hemorial Climic
2676 N. Halsted Street
Chicago, 1L 60614
(312) 871-5777
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AID5S CASES REPORTED TO THE CENTERS FOR DISEASE CONTROL A5 OF OCTOBER 19, 1983

UNITED STATES CASES

PERCENT FERCENT
DISEASE CASES OF TOTAL DEATHS DEAD
ES without PCP 665 26.5 146 21.9
PCP without KS 1282 21.0 599 L4é.7
Both K5 and PCP 180 7.2 107 59.4
01 without KS or PCP 386 15.3 196 50.8
TOTAL 2513 00.0 1048 1.7
EE = Kaposi's sarcoms PCP = Pneumscystis carinii ppneumonia
01 = Dpportunistic infections
MALES FEMALES TOTAL
RISK GROUPS= CASES % OF TOTAL CASES % OF TOTAL CASES %
Hoemosexual or 1805 76.9 1] 0.0 1805 71.8
bisexual
IV drug user 337 14.4 B7 52.7 L24 16.9
Kaitian 102 4.3 15 9.1 117 4.7
Eemophiliac 16 0.7 0 0.0 16 0.6
Fo apparent risk E7 3.7 63 38.2 151 6.0
group or unknown
TOTAL 2347 100.0 165 100.0 2513 100.0

The risk groups listed are hierarchically ordered; cases with multiple risk
factors are tabulated only in the risk group listed first.

CASES REPORTED FROM OTHER COUNTRIES U.5. AND FOREIGN CASES REPORTED

NUMBER OF COUNTRIES CASES

TOTAL 2669

21 156




